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Treatment of Acute Iliofemoral Deep Venous Thrombosis
by Thrombus Removal
B. Eklo¨f*
Batteritorget 8, 25270 Helsingborg, SwedenTony Comerota’s Strategy of Thrombus Removal is
indeed timely. When DVT occurs, the goals of therapy
are (1) to prevent the extension or recurrence of the
deep venous thrombus and fatal embolism and
(2) minimize the early and late sequelae of DVT.
Anti-thrombotic therapy can accomplish the former,
but contributes little to the second goal. Particularly
in iliofemoral DVT, progressive swelling of the leg
can lead to phlegmasia cerulea dolens and increased
compartmental pressure which can progress to ven-
ous gangrene and limb loss. Later, the development
of severe post-thrombotic syndrome can result from
persistent obstruction of the venous outflow and/or
loss of valvular competence; pulmonary embolism
can lead to chronic pulmonary hypertension. Most cli-
nicians seem to focus on the initial treatment, i.e. pre-
venting PE, the propagation of the thrombus or DVT
recurrence, with little attention to sequelae in the
lower limb, possibly swayed by the medical literature
which demonstrates, in randomised clinical trials that
antithrombotic therapy, particularly low molecular
weight heparin (LMWH) can achieve these goals.
There is a lack of appreciation that the end points of
these RCTs has not been prevention of post-thrombotic
sequelae. However, two RCTs have compared the late
outcome after acute proximal DVT in patients who
wore compression stockings with those who did not,
and showed that wearing compression could reduce
the frequency of a post-thrombotic syndrome to one-
half.1,2 Partsch et al. performed an RCT in 53 patients
with proximal DVT, comparing bed rest without com-
pression with walking exercises using compression,
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found after two years a significantly better outcome
in the mobile group.3
There are strong arguments4 for early removal of
an acute iliofemoral DVT and the options are well de-
scribed by Comerota. The aggressive treatment
started in Europe and the first venous thrombectomy
(VTE) was performed by La¨wen in 1937. Large series
were published during the 60’s, 70’s and 80’s from
Belgium, France, Germany, Scandinavia and UK.
The history of thrombectomy in the United States is
quite interesting and reveals misconceptions that un-
derscore its current infrequent use.4 A flawed report
from Lansing and Davis (L&D) in 1968 based on a
5 year follow-up of the positive results from Haller
and Abrams quelled the wave of enthusiasm for
VTE. Before L&D 323 VTEs were reported in the US
literature with 71% clinical success. However, another
331 VTEs with 81% success were reported after L&D,
the last in 1979.
The Swedish RCT referred to by Comerota compar-
ing VTE with a temporary arterio-venous fistula (AVF)
to conventional anticoagulation in patients with acute
iliofemoral DVT is still the only RCT available. The pa-
tients were followed for ten years with a better out-
come for the surgical group, particularly regarding
patency of the iliac venous outflow. There has been
a significant improvement in the results of VTE with
the inclusion of immediate restoration of iliac vein out-
flow in patients with iliac vein obstruction as the major
cause of their DVT. In patients with residual iliac vein
obstruction, intraoperative endovenous angioplasty
and stenting is recommended. Schwarzbach et al.5
reported excellent results in 18 of 20 patients who
maintained patency after 21 months follow-up. To
improve patency and preservation of the valves inrved.
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VTE of the iliac vein with intraoperative thrombolysis
applied under ischemic conditions of the leg veins.
Clinical signs of the post-thrombotic syndrome were
absent in all but one of 33 patients. With improved out-
flow through the iliac system by angioplasty and stent-
ing, and increased inflow from the enhanced distal
patency by regional thrombolysis, the temporary
AVF may not be necessary.
Summary: Prompt early removal of the thrombus is
indicated to avoid the late post-thrombotic syndrome
in active patients with acute iliofemoral DVT. The first
line of treatment should be catheter-directed throm-
bolysis or pharmaco-mechanical thrombolysis, with
or without adjunctive procedures such as angioplasty
and stenting. When there are contraindications or fail-
ure to achieve catheter access or adequate lysis by
these techniques, VTE with or without a temporary
AVF is an appropriate alternative. A national RCT is
being planned in the US which hopefully will answer
the question whether a strategy of early thrombus re-
moval is more effective than anticoagulation alone in
reducing the post-thrombotic sequelae. A similar RCT
is under discussion in Scandinavia. I agree with
Comerota that until these trials are completed avail-
able experience strongly supports a strategy of early
thrombus removal.
Tony Comerota’s strategy is indeed timely. At the
recent annual meeting of the German Society of
Phlebology in Rostock I had the honour to co-chair
a session on conservative and restitutional measuresEur J Vasc Endovasc Surg Vol 33, March 2007for therapy of acute proximal thrombosis with Werner
Bla¨ttler. The participants came from many European
countries and in the following discussion the opinions
were extremely conservative with very little support
for thrombolysis or thrombectomy. So the previous
European aggressive approach had turned into a
passive, conservative line of treatment. Comerota’s
aggressive strategy, based on European studies, is
therefore refreshing.
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